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V 000 INITIAL COMMENTS V 000

 This was a add-on for four additonal stations and 

recertifcation survey.

Dates:  August 27, 28, 29 and 30, 2012

Provider #:  152611

Medicaid #:  200864860

Surveyor:  Susan E. Sparks

Fresenius Medical Care Nephrology Marshall 

County is in compliance with the Conditions of 

Coverage 42 CFR Part 494.

Quality Review:

Linda Dubak, R.N.

08/05/12
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